APPENDIX XVI

CABINET FOR HUMAN RESCURCES
CEPARTMENT FOR MEDICAID SERVICES

DEFINITIONS OF DENTAL PROCEDURES

1. ORTHCDCNTIC SERVICES

(Procedures D1510, D1515, D1520, D1525, D8110, D8120) refers to an
appliance necessary for the minor tooth movement or guidance of one
or a few teeth. Payment applies to the appliance only. Diagnostic
records and adjustment visits are presently outside the scope of
covered benefits. Definitions cf these procedures are as follows:

Fixed Space Maintainer

Definition: An appliance requiring cemented orthodontic
bands with varying attachments such that
patient removal or adjustment is difficult.

D1510 Fixed, Unilateral Type

Exemples: a. Band and Loop
b. Cantilever type

D1515 Fixed, Bilateral Type

Examples: a. Soldered or adjustable Tingual arch
b. Soldered cr adjustable transpalatal arch
c. Cantilever type

Removable Space Maintainer

Definition: A space maintenance appliance which is
readily removed by the dentist or the
patient. The appliance may or may not
have bands or stainless steel crowns.

Example: acrylic base appliance with or without clasps
and/or teeth

D1520 Removable, Unilateral type
D1525 Removable, Bilaterial type

NOTE: D1510, D1515, D1520 and D1525 are used for the maintenance of
existing intertooth space.
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

APPENDIX XVI

DEFINITIONS OF DENTAL PROCEDURES

D8110C Removable Appliance for Minor Tooth Guidance

Definition: An appliance, used for the positioning of one
or a few teeth, that is readily removed by the
dentist or patient.

Examples: a. Hawley type with a variety of activating
attachments
b.  1ip bumber with & variety of activating
attachments
¢. headgear with two molar bands and a
facebow
08120 Fixed or Cemented Appliance for Minor Tooth Guidance
Definition: An appliance requiring cemented orthodontic

bands, with varying attachments for the
positioning of one or a few teeth, such
that patient removal or adjustment is
difficult.

Examples: a
b
c
d

e.

TRANSITIONAL APPLIANCE

diastema closing spring

acjustable lingual arch

adjustable transpalatal arch
crossbite correction (two bands and
crossbite elastic)

segmented arch appliance (usually
used for molar rotation and limited
to one quadrant)

2 X 4 or 2X 6 appliance (involves
two molars and four or six anteriors
to correct anterior tooth rotation -
Timited to one arch)

An acrylic or plastic appliance, so named because of its application
during the period of transition from the primary to the permanent
dentition; space maintenance or space management, and interceptive

or preventive orthodontics
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APPENDIX XVI

CABRINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

DEFINITIONS OF DENTAL PROCEDURES

2. EXTKACTIONS

(Procedure D7110 and D7120) - apply to simple, uncomplicated extractions.
Surgical extractions are outside the scope of covered benefits.

Procedure D7110 is to be used to bill the first tooth extracted on a
given day; all additional teeth extracted on the same day must be

billed as procedure D7120.
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APPENDIX XVII-A
CERTIFICATION FORM FOR INDUCED ABORTION
OR INDUCED MISCARRIAGE

l, , certify that on the basis of
(Physician’s Name)

my professional judgement, the life of
(Patient’s Name)

of
(MAID #) (Patient’s Address)

would be endangered if the fetus were carried to term. | further certify that the following procedure(s)
was medically necessary to induce the abortion or miscarriage.

(Please indicate date and the procedure that was performed.)

Physician’s Signature

Name of Physician

License Number

Date

MAP-235 (8-78)
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APPENDIX XVII-B

CERTIFICATION FORM FOR INDUCED PREMATURE BIRTH

l, , certify that on the basis of
{Physician’s Name)

my professional judgement, it was necessary to perform the following procedure on

(Date)

to induce premature birth intended to produce a live viable child.
(Procedure)

This procedure was necessary for the health of

{Name of Mother)

of
- (MAID #) (Address)

and/or her unborn child.

Physician’s Signature

Name of Physician

License Number

Date
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(Revised 8/88)

APPENDIX XVIII

KENTUCKY MEDICAL ASSISTANCE PROGRAM

DRUG PRE-AUTHORIZATION POLICIES AND PROCEDURES

INTRODUCTION

The purpose of

the Drug Pre-Authorization Procedure is to provide Kentucky

Medical Assistance Program (KMAP) recipients with access to certain legend
drugs not normally covered on the KMAP Outpatient Drug List, under the con-
dition that provision of the drug(s) in question is expected to make an

otherwise inevi

table hospitalization or higher level of care unnecessary.

Such requests are referred to the Program by physicians, pharmacists, and

social workers.

Determinations are made based on the merits of the individual

request and information received.

To assist with
pre-authorizati

determining the kinds of requests which can be considered for
on, the following outline of criteria and procedures has been

developed for your convenience.

I. DRUG PRE-AUTHORIZATION CRITERIA

A. Request Criteria

1.

The requested drug is to be used in lieu of hospitalization to
maintain the patient on an outpatient basis and/or prevent a
higher level of care.

The requested drug must be a legend drug. The only exception
will be non-legend nutritional supplements when: 1) general
pre-authorization criteria are met; 2) the patient's nutrition
is maintained through the use of the nutritional product; and
3) the patient would require institutional care without the
nutritional supplement.

The requested drug is to be used in accordance with standards
and indications, and related conditions, approved by the Food
and Drug Administration (FDA).

The requested drug will not be considered for pre-authorization
if it is currently classified by FDA as "less than effective"
or "possibly effective."

Drugs on the formulary must have been tried, when appropriate,
with documentation of ineffectiveness.



The Program will not pre-authorize the trial usage of a mainte-

nance drug except when the drug has been tried for at least two -
weeks with successful results prior to the request. In such —
cases, when all criteria are met, retroactive pre-authorization

for two weeks will be considered in addition to the usual pre-
authorization period.

Pre-Authorization of Therapeutic Categories

Any therapeutic category may be considered for pre-authorization in
accordance with the diagnosis. However, all Program criteria and
guidelines must be met.

Guidelines For Specific Drug Categories

1.

Analgesics

Requests for analgesics will be approved for cancer, AIDS,

spinal cord injury, and rehabilitation patients up to a period
of six months.

Antibiotics

Requests for antibiotics will be considered ONLY if culture and
sensitivity tests have identified specific sensitivity and/or

ONLY if drugs included on the Drug List have been tried unsuc-
cessfully. However, if a course of treatment had been started
while hospitalized, consideration will be given to the request.

Anti-Inflammatory Drugs (NSAID's)

Requests for anti-flammatory drugs will not be pre-authorized
unless drugs on the Drug List have been tried unsuccessfully.

Antitussives, "Cough Mixtures," Expectorants, Antihistamines

Requests for "cough mixture" preparations such as expectorants
and antitussives will not be pre-authorized. Only specified
antihistamines may be pre-authorized if all other criteria have
been met.

Chemotherapeutic Agents

Requests for anti-neoplastic agents will be considered for
approved FDA indications.

Hypnotics and Sedatives

Requests for sedatives and hypnotics will be considered only
after covered antidepressant and/or antipsychotic drugs have
been tried unsuccessfully and if hospitalization would be
prevented. Also such requests must be accompanied by an appro-
priate psychiatric diagnosis. Hypnotics and sedatives will not
be approved for more than two weeks, unless there is a diagnosis
of terminal cancer.
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7. Maintenance-Type Drugs

Requests for maintenance-type drugs will be considered only if

such drugs have been tried for at least two weeks with success-

ful results prior to the request and related drugs on the formulary
have been unsuccessful.

8. Non-Legend Drugs

Non-legend (over-the-counter) drugs will be excluded from
coverage under drug pre-authorization.

The only exception will be non-legend nutritional supplements as
noted in I. A. 2. above and nicotinic acid.

9. Ophthalmics and Topical Preparations

Requests for ophthalmics or topical preparations will not be
pre-authorized unless related preparations included on the Drug
List have been tried unsuccessfully, and a higher level of care
would ensue without further medication.

10. Tranquilizers, Minor

Requests for minor tranquilizers will be considered only for
acute anxiety, alcohol or drug withdrawal (with a one-month
Timitation), cancer, seizure disorders, and quadraplegia/
paraplegia.

11. Ulcer Treatment Drugs, Legend

On the basis of ulcer symptoms, legend ulcer treatment drugs may
be pre-authorized if other applicable pre-authorization criteria
are met.

12. Total Parenteral Nutrition

May be pre-authorized if the need exists. Medicare maximum
amounts allowed/month and maximum fees/month are applicable.
The maximum amounts/fees allowed/month are subject to post
payment review.

13. Transdermal Antihypertensive Medication

Transdermal antihypertensive medication may be pre-authorized
without first prescribing oral forms when the prescriber certi-
fies that the medication is certified for an elderly patient who
is unable to follow directions in using oral forms of the
medication.

Pharmacy Lock-In
The pharmacy originally selected by the recipient must remain the

provider during the period of the pre-authorization unless a valid
reason for change exists.



E. Pre-Authorization Period

The maximum period for which any drug may be pre-authorized will be
six months. A request for renewal may be considered if the need for
the drug continues to exist. Extensions may be backdated if the
dates do not interfere with already existing segments on the drug
file.

F. Minimum Cost Requirement

Only those requests for oral, non-liquid drugs which cost $5.00 or
more to the pharmacy for a month's supply or a course of treatment
will be considered for pre-authorization.

G. Routine Immunizations

Immunizations requested for routine health care will not be approved.
An underlying medical condition which would make the patient more
susceptible to the disease must be present.

H. Exceptions to Existing Policy

The Commissioner for the Department for Medicaid Services, or his
designate, may grant an exception to existing policy when sufficient
documentation exists to override this policy. The request should be
written, or followed up in writing, if necessary.

11. THE REQUEST PROCEDURE
A. Initiating a Request

1. Requests for pre-authorization may be initiated by the pre-
scribing physician or office personnel under his direct supervision.
Requests from pharmacists and social workers who are working
directly with the recipient's physician are also accepted.

2. The primary concern is that the caller have available the
information necessary for staff to make an accurate determination.

B. Transmittal Methods

1. Written Requests

The drug pre-authorization request may be made IN WRITING to:
EDS, P.0. Box 2036, Frankfort, Kentucky 40602.

2. Telephone Requests

Or by PLACING A TELEPHONE CALL to the following toll-free
number between 8:00 a.m. and 4:30 p.m. EST/EDST, on Monday
through Friday (except during holidays): .

Telephone Number: 1-800-372-2944

Out of State: (502) 227-9073.



ITI.

Iv.

INFORMATION REQUIRED FOR A DETERMINATION

Persons requesting a pre-authorization of medications should provide
information, line for line from the Pre-Authorization Request Form.
Special attention should be given to giving a specific statement, indi-
cating the need for the requested drug as well as previous medications
tried unsuccessfully. Primary Care Centers requesting a drug
pre-authorization number should always give the provider number of the
center as the provider and not the prescribing physician.

DISPOSITION OF REQUEST

A.

A.

Nurses will review each request and make determinations on the basis
of established Program criteria. Extenuating circumstances should be
directed to the medical consultant.

If the appropriate information is received and the medication meets
the Program criteria, an approval is made. However, if the request
does not meet the basic criteria or if insufficient or contradictory
information is provided, the request will be disapproved. Drug Pre-
Authorization staff will NOT assume responsibility for calling
physicians for more information.

Unusual or unique situations are reviewed by consultant pharmacists,
physicians, and recognized University staff.

When the medication is not on the KMAP Drug List and is disapproved
for pre-authorization, the recipient must assume responsibility for
the cost or obtain an alternative source of payment.

Determinations will be made daily Monday through Friday, except on
holidays.

. NOTIFICATION OF DISPOSITION

Notification regarding the disposition (approval or disapproval) of
each pre-authorization request will be made as follows:

1. DISAPPROVALS: When disapproved, the prescribing physician will
be notified by mail. The request and reason for disapproval
will be provided.

2. APPROVALS: When approved, notification will be made by phone to
the selected pharmacy. The pharmacist will provide the pre-
authorization staff with the NDC number and provider number.

NOTE: Pre-authorization is not guaranteed for any request until
reviewed and approved by pre-authorization staff members. If
any change should occur, i.e. NDC #, MAID #, quantity, etc.,
please notify pre-authorization staff immediately to assure
Program payment.



VI.

VII.

Period of Coverage

The effective date for Program coverage of pre-authorized drugs will
begin on the date the request is postmarked or date received by
phone. Upon request, it is possible to allow up to a 10-day grace
period on the beginning date. The pre-authorization will remain in
effect for the specified time on the "Authorization to Bill" or
until the recipient becomes ineligible, whichever comes first.

CAUTION: Pre-authorization does not guarantee payment.
Recipient must be eligible on date of service.
Verify by checking the recipient's Medicaid card.

REIMBURSEMENT INFORMATION

A.

Pre-authorized drugs will be reimbursed in the same manner as any
other prescription drug entered on the MAP-7 claim form. The
only addition to the claim form is the assigned pre-authorization
number which is to be entered in Block #6 of the MAP-7 claim
form. List the number as shown O 0 0 O.

Private insurance companies, if applicable, must be billed prior
to submitting claims for payment.

ADDITIONAL INFORMATION

Any questions regarding the Drug Pre-Authorization Procedure should be
directed to:

EDS
P.0. Box 2036
Frankfort, KY 40602

Telephone Number: 1-800-372-2944

SN’



Medicare Maximum Allowables
for Enteral/Parenteral Home Hyperalimentation

Description

Compleat-B (1iquid), 8 oz., per 24

Magnacal (1iquid), 8 oz., per 24

Vitaneed (liquid), 355 ml., per 24

Criticare HN (1iquid), 8 o0z., per 24

Compleat Modified (liquid), 8 oz., per 24

Isocal HCN (1iquid), 8 oz., per 12

Meritene éliquidg, 8 0z., per 24

Sustacal (liquid), 8 oz., per 24

Ensure (liquid), 8 oz., per 24

Ensure Plus (1iquid), 14 o0z., per 6

Osmolite (liquid), 8 o0z., per 24

Renu (1iquid), 250 ml., per 24

Isocal (liquid), 8 oz., per 24

Travasorb whole protein, any flavor
(1iquid), 8 oz., per 24

Vivonex HN (powder), 80 mg., per 10

Precision HN (powder), 87.9 mg., per 10

Travosorb Renal (powder), 112 gm., per 5

Sustagen (powder), 5 1b., each

Meritene (powder), 4.5 1b., each

Precision isotonic (powder), 61.8 gm., per

Travasorb STD, any flavor (powder),
83.3 mg., per 6

Travasorb MCT (powder), 89 mg., per 5

Flexical (powder), 60 mg., per 8

Vivonex STD (powder), 80 mg., per 6

Precision LR (powder), 90 mg., per 6

Intralipids (500 m1.)

Heparin (2 cc)

Nutrient expander (saline, 500 m1.)

Parenteral nutrients, 1 liter/day

Parenteral nutrients, 2 litters/day

Sustagen (powder), 1 1b, each

Portagen (powder), 1 1b, each

Meritene (powder), 1 1b, each

Sustacal (powder), 54.5 gm., per 24

Vital HN (powder), 78 gm., per 24

Travasorb HN (powder), 83.3 gm., per 6

Amount
Allowed

$ 50.60
50.60
50.60
81.35
81.35
26.20
26.20
21.44
21.44
21.44
21.44
21.44
21.44
21.44

8

per
per
per
per
per
per
per
per
per
per
per
per
per
per

per
per
per
per
per
per
per

per
per
per
per
per

Monthly

per
per
per
per
per
per
per
per
per

month
month
month
month
month
month
month
month
month
month
month
month
month
month

month
month
month
month
month
month
month

month
month
month
month
month
Max imum
month
month
month
month
month
month
month
month
month



DSS-115 COMMONWEALTH OF KENTUCKY APPENDIX XIX
CABINET FOR HUMAN RESOURCES
R.7/87 DEPARTMENT FOR SOCIAL SERVICES

— CONFIDENTIAL
’ ' SUSPECTED ABUSE/NEGLECT, DEPENDENCY OR EXPLOITATION REPORTING FORM

. Time Report
TYPE REPORT: D Child D Adult DSpouse County of Report Receive
Report Date Incident Date(s)
1. Name(s) Age  Sex Nature of Report c 12 Ighysicla[ld)njury
. Sexual Abuse
a. - D DD D ;{ 3. Mental Injury
b D D D L | 4. Neglect
. _— D[ 5 Dependency
c 0 6 Adult Abuse
T . Opouse Abuse
d. OO0 Eg@wwl
T - Laretaker Neglect
e. D DD D li(). Exploitation g

2. Current Address

Street/Rural Route ’ City/Zip County Telephone #
3. Directions
4. Parent(s) /Guardian/Caretaker Relationship
5. Other Known Household Members
6. Describe nature/extent/causes of'abuse/neglect/dependency or exploitation. List witnesses and/or collateral
L~~~ .

7. Alleged Perpetrator, if different from 4 above

Name Relationship
Address
Street/Rural Route City/Zip County Telephone #
8. Person Taking Report Title
9. Worker Assigned to Investigate County Telephone #

by: Family Services Office Supervisor

10. ATTENTION: LAW ENFORCEMENT DCertiﬁcation of Receipt of Report on Form JC-3 or by Other Law
Enforcement Means.
Kentucky Revised Statutes, Chapter 620.030 and/or 209.030(2), dealing with suspected child physical or sexual
abuse and suspected adult abuse, neglect, exploitation, or spouse abuse requires the Department for Social
Services to notify the appropriate law enforcement agency.

INTERVENTION REQUESTED[ ] [ At your discretion
7V Sent to: , County Attorney
11. Person Making Report Title{Relationship
Address
Street/Rural Route City/Zip County Telephone #
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
: PRIMARY CARE SERVICES MANUAL
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
PRIMARY CARE SERVICES MANUAL
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CABINET FOR HUMAN RESOURCES
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PRIMARY CARE SERVICES MANUAL
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
PRIMARY CARE SERVICES MANUAL

SECTION VI - COMPLETION OF INVOICE FORM

VI. COMPLETION OF INVOICE FORM
A. General

The Health Insurance Claim Form (HCFA-1500) (12/90) [Primary—Care—
Invoice (MAP-7)] shall [must] be used to bil11 for all primary care
services rendered eligible Kentucky Medicaid [Medd i

Program recipients. Afns] claim or invoice is to be completed to
reflect all services rendered a recipient on a given date, even when
the services do not constitute a "billable service." A definition
of billable service may be found in Section V - Reimbursement, and
in the Reimbursement Manual, PART I, Section 103, page 3.01.

The original of the two part invoice set shall [sheuld] be submitted
to EDS as soon as possible after the service is provided. The car-
bon copy of the invoice shall [sheuld] be retained by the provider
as a record of claim submitted.

Invoices shall [sheuld] be mailed to:
EDS

P.0. Box 2018 [64
Frankfort, Kentucky 40602

B. Completion of the Health Insurance Claim Form, HCFA-1500 (12/90)
[Primary—Care—tnveice]
An example of a Health Insurance Claim Form, HCFA-1500 (12/90) [Pri—

is shown in the appendix. Instructions for the
proper completion of this form are presented below.

IMPORTANT: The patient's Kentucky Medical Assistance Identification
Card shall [sheuld] be carefully checked to see that the patient's
name appears on the card and that the card is valid for the period
of time in which the medical services are to be rendered. There can
be no Medicaid FkMAP] payment for services rendered to an ineligible
person.

The age of the patient will also be reflected on the Identification
Card. This shall [sheuld] be noted, specifically in cases where the
patient requires services that are limited to recipients UNDER the
age of 21.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PRIMARY CARE SERVICES MANUAL

SECTION VI - COMPLETION OF INVOICE FORM

HCFA-1500 (12/90) forms may be obtained from:

BLOCK NO.

108,C

U.S. Goverment Printing Office
Superintendent of Documents
Washington, D.C. 20402

Telelphone: 1-800-621-8335

ITEM NAME AND DESCRIPTION

PATIENT'S NAME

Enter the recipient's last name, first name, middle initial exactly

as it appears on the current Medical Assistance Identification
(MAID) card.

OTHER INSURED'S POLICY OR GROUP NUMBER:

Enter the recipient's ten digit Medical Assistance Identification

(MAID) number exactly as it appears on the current MAID card.

ACCIDENT:

Check the appropriate block if treatment rendered was neceSSItated

by some form of accident.

INSURED'S POLICY GROUP OR FECA NUMBER

Complete if the recipient has any kind of private heatlh insurance

that has made a payment, other than Medicare.

INSURANCE PLAN NAME OR PROGRAM NAME

Enter the name of the insurer and the policy number.

INSURED'S GROUP NUMBER

Enter the recipient's ten digit Medical Assistance Identification

(MAID) number exactly as it appears on the current MAID card.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PRIMARY CARE SERVICES MANUAL -

SECTION VI - COMPLETION OF INVOICE FORM

24

248

240

24E

DIAGNOSIS CODE

Enter the appropriate ICD-9-CM diagnosis codes. Does not apply to
pharmacy and non-emergency dental services.

PRIOR AUTHORIZATION NUMBER

If the service provided requires prior authorization, enter the pri-
or _authorization number assigned by EDS.

DATE OF SERVICE

Enter the date on which each service was rendered in month, day,
year sequence, and numeric format. For example, April 16, 1992
would be entered as 04-16-92.

PLACE OF SERVICE

Enter the appropriate place of service code from the 1ist on the
back of the claim form identifying where the service was provided.

PROCEDURE CODE

Enter the procedure code which identifies the service or supply ren-
dered to the recipient. For pharmacy claims, enter the twelve (12)
digit NDC number.

DIAGNOSIS CODE INDICATOR

Transfer "1", "2" or "3" from the field 21 to indicate which diagno-
sis is being treated. Do not enter the actual diagnosis code in
this field.

TRANSMITTAL 719 [18] Page 6.3



CONTINUATION PAGE 6.3




CABINET FOR HUMAN RESOURCES
DEPARMTMENT FOR MEDICAID SERVICES

PRIMARY CARE SERVICES MANUAL

SECTION VI - COMPLETION OF INVOICE FORM

24F

246

24H

2K

PROCEDURE CHARGE

Enter your usual and customary charge for the service rendered.

DAYS OR UNITS

Enter the number of times this procedure was provided for the recipi-

ent on this date of service. For pharmacy services, enter the drug

quantity of each prescription billed.

EPSDT Family Plan

Enter a "Y" if the treatment rendered was a direct result of an Ear-

ly and Periodic Screening, Diagnosis and Treatment Examination.

RESERVED FOR LOCAL USE

When billing pharmacy services, enter the prescription number. When

billing dental services, enter the tooth number(s). Enter the vac-

cine dose for vaccinations. Enter the EPSDT referral codes, if ap-

plicable, for EPSDT.

PATIENT'S ACCOUNT NO.

Enter the patient account number, if desired. EDS will key the
first seven or fewer digits. This number will appear on the Remit-
tance Statement as the invoice number.

TOTAL CHARGE

Enter the total of the individual procedure charges listed in column
24F,
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PRIMARY CARE SERVICES MANUAL

SECTION VI - COMPLETION OF INVOICE FORM

AMOUNT PAID

‘Enter the amount received by any other private insurance, DO NOT IN-

CLUDE Medicare. If no health insurance payment amount, leave blank.

BALANCE DUE

Enter the amount received frqm Medicare.

SIGNATURE/INVOICE DATE

The actual signature of the provider (not a fascimile) or the provid-

er's appointed representative is required. Stamped signatures are

not acceptable.

PROVIDER NUMBER

Enter the name and address of the provider submitting the claim. Be-

side PIN # enter the eight-digit individual Medicaid provider number.
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*Claims for covered services must be received by EDS within twelve*
*(12) months from the date of service. Claims with service dates *
*more than twelve (12) months old can be considered for processing*
*only with appropriate documentation such as one or more of the *
*following: Remittance Statements no more than 12 months of age *
*which verify timely filing, backdated MAID cards, Social Security*
*documents, correspondence describing extenuating circumstances, *
*Action Sheets, Return to Provider Letters, Medicare Explanation *

*of Medicare Benefits, etc. *
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COMMONWEALTH OF KENTUCKY
MEDICAL ASSISTANCE STATEMENT

PRIMARY CARE/RURAL HEALTH

Do not write in this area

APPENDIX VI)[

RECIPIENT LAST NAME

2. FIRST NAME

4. MEDICAL ASSISTANCE I/D. NUMBER
5. D 6. 1f Claim Required A Prior Author- 7. If Services Were Provided As A Result of A 8. If Patient was eferréd To You,
ization, Enter The Prior Authorization Screening Exam Referral, Check Box Enter The NafMme of The Referring
\F EMERGENCY Number Here . Practitioner,
CHECK BOX D

AN
9. IF PATIENT HAS FEAL\QINSURANCE, ENTER THE NAME AND ADDRESS OF COMPANY AND POLICY

UMB7

LEAVE BLANK

10. (1) FIRST DIAGNOSIS:

/

(2) SECOND DIAGNOSIS:

N

/

11. INDICATE SERVICE BY ENTERINg APPROPRIATE
CODE (SEE MANUAL)
[ General Heaith Assessment and Patient
[ Deveiopment Assessment

O visual Screening

0O Audigmetric Screening

I pental Screening

O Urinalysis

] Lead Pois ning
] other (Specify)

12. |NDICATE SPECIAL TESTS BY ENTERIN
APPROPRIATE CODE (SEE MANUAL)

[3 Assessment and Administratigh of
Vaccines and Immunizatiops

] Bilood Pressure

Cv.p.R.L.

[ sickle Cell Test

J Bacteriuria Screening
[CJ other (Specify)

13. INDICATE
CATEGORY OF

SERVICE

Primary
410 care Center

Other

—[J (Enter Code)

14, REFERRED TO:

01 OJ pHYSICIAN

02 DENTIST

[0 oTHERASPECIFY)

Mo. Day VYr.

EOAMCMTTTAIL

H

1. Doctor’s Office

2
3
4
S
1

Patient's Home

Inpatient Hospital
Skilled Nursing Home

. Outpatient Dept. Hospital

-

6. Primary Care Center

7. Intermediate Care Facility
8. independent Laboratory
9. Rurai Health Clinics/HMO

Enter Diagnosis
Treated from
Block 10 1"
First 2" Second

DISPOSITION

Bpay
Charge

Accumuliate

15. DISPOSITION OF CASE: D D
A NORMAL VISIT HEDULED B REFERRED FOR TREATMENT
Ie. 17. 18. 19. 20. 21. 22. 23. 24. 25. 26.
Place of Procedure
Lind Service Procedure/Supply Description Units of | Supply See Procedure LEAVE
No.| Provider Number | Note (li PRESCRIPTION NUMBER Diyg Nfmber Service Code [Tooth ID| Note (2) Charge BLANK
N
A )
02 / \
03 /
04 /
05 /
06
o / \
08 /
09 /
10 /
30. PROVIDER NAME AN ADDRESS 31. Provider Number TOTAL CLAI 27. 39.
CHARGE LEAVE
AMOUNT FROM 28. BLANK
HEALTH
INSURANCE
. o AMOUNT FROM | 2
32. Authorized Cértification and Signature MEDICARE
This is to cergffy that the foregoing information is true, accurate, and complete and that any sub- 33. COUNTY|34. AREA - INVOICE DATE
sequent trafsactions which alter the information contained therein wiil be reported to the Kentucky
Medical AGsistance Program. | understand that payment and satisfaction of this claim will be from
Federa)/and State funds, and thay any false claims, statements or documents, or concealment of a
matepfal fact, may be prosecuted under applicable Federal or State laws.
36/Date of Service |[NOTE (1) PLACE OF SERVICE CODES NOTE (2) 37. CHARGE




COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

907 KAR 1:427
Incorporation By Reference Of
Primary Care Services Manual

Summary of Incorporated By Reference Material
April 1992

1. The Primary Care Services Manual is used by agency staff and
participating providers of the Kentucky Mediciad Program. The
manual is being amended to reflect any policy changes which have
been promulgated and approved in the appropriate administrative
regulation and to show any clarifications of policy or procedure
which have been made.

2. Nine (9) pages are'being amended by this proposed
regulation. The changes are listed below.

3. The Table of Contents is being amended to add, delete and
change headings to reflect the correct sections and page
contents. These changes have no major impact on policy.

4. Pages 6.1 through 6.5 are being amended to show the new
instructions for completing the HCFA 1500 (12/90) billing form.
This is a policy change. :

5. Appendix VIII is being amended to show the revised HCFA 1500
(12/90) billing form.





